Objective We investigated whether use of the World Health Organization's (WHO's) DecisionMaking Tool (DMT) for Family Planning Clients and Providers would improve the process and outcome quality indicators of family planning (FP) services in Iran. Methods The DMT was adapted for the Iranian setting. The study evaluated 24 FP quality key indicators grouped into two main areas, namely process and outcome. The tool was implemented in 52 urban and rural public health facilities in four selected and representative provinces of Iran. A pre-post methodology was undertaken to examine whether use of the tool improved the quality of FP services and client satisfaction with the services. Quantitative data were collected through observations of counselling and exit interviews with clients using structured questionnaires. Results Different numbers of FP clients were recruited during the baseline and the postintervention rounds (n=448 vs 547, respectively). The DMT improved many client-provider interaction indicators, including verbal and nonverbal communication ( p<0.05). The tool also impacted positively on the client's choice of contraceptive method, providers' technical competence, and quality of information provided to clients ( p<0.05). Use of the tool improved the clients' satisfaction with FP services (from 72% to 99%; p<0.05). Conclusions The adapted WHO's DMT has the potential to improve the quality of FP services.
INTRODUCTION
In Iran, the prevalence of contraception is high, with almost 60% of women reporting using modern contraceptive methods. 1 This achievement is partly due to the easy availability of a wide range of modern contraceptives that are offered at community level services. Family planning (FP) is also well integrated with other elements of reproductive health services. 2 Despite these achievements in recent decades, there are still a number of challenges in relation to reproductive health in Iran. By the age of 19 years, 45% of women are either pregnant or have already given birth. Women in Iran experience high rates of unwanted pregnancy (up to 35% of pregnancies), 3 illegal terminations of pregnancy 4 and intermediate rates of maternal mortality. It is evident that there is still room for improvement in the provision of quality FP services.
Research examining the quality and provision of FP services in existing health centres in Iran is scarce. Some studies have revealed that the quality of FP services is poor, especially in the terms of the protection of privacy and confidentiality and the provision of adequate information regarding contraceptive methods, 6 7 resulting in poor knowledge about methods and options among women. 8 These studies also suggest that programmes to provide effective counselling and new ways to improve women's decision-making in relation to FP should be tested and evaluated.
There are many indicators that can be used to measure quality in FP services with different instruments being developed. Some are used to assess specific elements of quality while others assess quality in a comprehensive way. Donabedian 9 has provided a generic framework for assessing the quality of health services in a way that examines three main dimensions of care: structure, process and outcome. This framework is a useful way of assessing FP services in Iran.
In addition, specifically in relation to FP, Bruce 10 developed a framework for studying the quality of care in FP services that has six key indicators to assess the quality of services. The six indicators are: informed choice of methods, the provision of information to clients, technical competence of the provider, interpersonal relationship between client and provider, mechanisms to ensure continuity of care, and the appropriate provision of services. Appropriate provision of services refers to the placement of FP services so that they are convenient and acceptable to clients, and meet their needs. Services can be appropriately delivered through maternal and child health initiatives, that is, through postpartum services, comprehensive reproductive health services, adolescent services or employee health programmes. 10 Further indicators of the quality of FP services outlined by the International Planned Parenthood Federation include rights-based indicators such as: women's right to information, access to services, informed choice, safe services, privacy and confidentiality, dignity, comfort, expression of opinion, continuity of care; as well as the facilitative supervision and training for providers and the effective provision of supplies, equipment and infrastructure. 11 The quality of FP services includes access to information and counselling. Different types of counselling aids with standardised information have been designed and introduced in recent years to improve the quality of FP counselling. For example, the Population Council introduced the 'Balanced Counseling Strategy' 12 and the World Health Organization (WHO) developed a 'Decision-Making Tool (DMT) for Family Planning Clients and Providers'. 13 The WHO DMT aims to improve the quality of FP services by improving the counselling process through better client-provider interactions, the provision of accurate information and by increasing informed choice. The DMT essentially is a generic, two-sided flipchart that providers use in their counselling discussions with FP clients.
There is limited evidence on the impact of the DMT on the quality of FP services. The DMT has been tested in several countries and been shown to improve the quality of counselling for FP clients, but current studies have only assessed the effects of the DMT on one or a few quality indicators of FP services such as acceptability, usability and health communication. 13 In Mexico, clients reported that the DMT helped them understand the provider's explanations and made them feel more comfortable talking and asking questions during consultations.
14 In Nicaragua, the DMT proved effective as a decision-making aid for clients, regardless of the client's level of education. 15 Conversely, a follow-up study on long-term outcome of using DMT concluded that counselling alone, with or without DMT, did not influence contraceptive use rates. 16 An important aim of the health system in Iran is to improve the quality of FP services. The DMT was therefore used in an effort to achieve this aim. The objective of the present study was to test whether training on and use of the DMT would improve the process and outcome quality indicators of FP services in Iran. We did not examine the structure of care or use structural indicators.
METHODS
An uncontrolled pre-post intervention study was undertaken to examine whether use of the WHO DMT improved the quality of FP services in 52 urban and rural public health facilities in the four Iranian provinces. Permission to carry out the study and ethical clearance were obtained from the ethical committee of the Urmia University of Medical Sciences.
Pre-intervention stage
The pre-intervention stage examined the quality of FP services before the DMT was introduced into practice. From July to September 2009, the pre-intervention stage of the study was conducted in the 52 urban and rural public health facilities in four provinces (West Azerbaijan, Semnan, Mazandaran, and Siatan and Baluchestan), purposively selected according to their different demographic, socio-economic, religious, cultural and ethnic backgrounds.
Sistan and Baluchistan (south-eastern) and West Azerbaijan (north-western) provinces have higher fertility and lower levels of socio-economic development than other provinces. Semnan and Mazandaran (located in central and northern Iran) have lower fertility and higher levels of socio-economic development in the country. There are also major ethnic variations among the selected provinces. Sistan and Baluchistan province is populated mainly by Baluchi and West Azerbaijan by two large ethnic groups namely Turks and Kurds, while the two other provinces contain mainly Persians. A considerable proportion of the population in both Sistan and Baluchistan and West Azerbaijan are Sunni Muslims, while the population in Semnan and Mazandaran are predominantly Shiites.
We selected one representative district from each province, namely Urmia, Semnan, Noor and Chabahar. Selecting these districts was based on the voluntary co-operation of health system managers and access of the researchers to these areas. One or two service providers, who had previously participated in FP counselling workshops, were selected from each facility, so that 78 service providers including 22 midwives, 31 family health skilled workers and 25 Behvarzes ( primary health care providers in the rural settings) participated in the study. Clients were women who were presenting to the health services in order to receive information about new contraceptive methods or to change their current method.
Data were collected using two methods:
▸ Observation of the face-to-face counselling to evaluate the readiness of the facilities to deliver counselling, clientprovider interaction and selected clinical procedures, ▸ Exit interviews with clients as they left the facility.
Trained fieldworkers from each pilot district asked both the FP service providers and the clients for written informed consent to (1) to allow the counselling session to be evaluated by observation and (2) to be interviewed after the consultation.
The FP counselling sessions were evaluated by fieldworkers using an observation checklist to collect data on different aspects of the quality of counselling. A sample of 130 clients for each district was considered sufficient to demonstrate a 15% difference between the two pre-post intervention groups by using 80% power and α level of 0.05. Each of 78 providers was observed with approximately six clients so a total of 448 consultations were observed during the baseline round. Exit interviews with clients were conducted in private, immediately following the same counselling sessions by fieldworkers using a structured questionnaire. This questionnaire collected socio-demographic data and the women's perception on the quality of the FP service and the counselling they had just received. Unique identifying information recorded on the observation and exit interview questionnaires for each client was used to link the data for each woman.
Intervention stage
The intervention was the use of the WHO's DMT also known as the Family Planning Care Guideline (FPCG) flipchart. All of the 78 service providers participated in a 2-day training workshop on the use of the FPCG flipchart. The workshop focused on how to use the FPCG flipchart and included technical information about topics that were new to the providers (such as Cyclofem ® , a monthly injectable combined contraceptive and dual protection, protecting from both sexually transmitted infections and unwanted pregnancy). Providers were then instructed to use the flipchart with every FP client for the next 6 months.
Post-intervention stage
The post-intervention phase took place at the end of the 6-month intervention phase. As in the preintervention stage, the same trained fieldworkers from each pilot district collected observational and interview data. Fieldworkers asked the FP service providers and the clients for written consent. The same service providers were observed but the clients participating were different. Some of the service providers (fewer than 10%) had changed between the pre-and postintervention stage, but this was addressed with individual 2-day training. To ensure independence of the samples, clients were not admitted to the postintervention round of the study if they had been counselled in the baseline round. Clients were not interviewed in the post-intervention round of the study if they had been observed and interviewed in the baseline round.
Measures and statistical analysis
To evaluate the impact of the FPCG flipchart on the quality of FP services we compared the process and outcome indicators of FP services provided by the same providers in the periods before and after the intervention. The study employed the Quick Investigation of Quality (QIQ) 17 assessment instrument that was previously used to evaluate the quality of the FP services. The QIQ was developed to monitor quality of care using observation of clientprovider interactions and exit interviews. The instrument uses 24 FP care indicators to evaluate a range of dimensions affecting quality of care.
Eighteen of the 'quality of care' indicators were measured in both the observations and exit interviews. Some indicators were measured using only one method (e.g. delivering tailored information by provider was measured through observations of counselling). Two composite indicators on informed choice and decision-making were created from several questions (Table 1) . Some questions (e.g. observing the principles of non-verbal communication) required a subjective judgment by the data collectors, however this subjectivity was consistent in the pre-and postintervention phases.
To simplify presentation of the data we have organised the indicators using the process and outcome paths of the Donabedian framework 9 and the indicators of the service process were mapped to four of the six elements of the Bruce framework. Two other elements, namely 'mechanisms to ensure continuity of care' and 'the appropriate constellation of services', could not be evaluated by our study. 10 We employed a binary scale (yes/no) to rate provider performance and client involvement on the 24 key Only participants with complete observation and interview data were included in the analysis (n=448 and n=547 in the pre-implementation and post-intervention stages, respectively). To ensure quality control of data collection, 10% of the counselling sessions were randomly selected and observed and rated by two investigators during both the pre-and post-intervention stages. To quantify the level of agreement between their ratings, kappa coefficient was calculated as 0.88 (95% confidence interval 0.85-0.91). Descriptive statistics were used to analyse client characteristics. We used Student's t-test to test the significance of differences between baseline and post-intervention measures.
RESULTS
A total of 448 consultations during the baseline round and 547 consultations during the post-intervention round were observed. The proportion sampled from each district during the baseline and post-intervention rounds were: Urmia 21.0% vs 15.5%, Chabahar 22.3% vs 25.3%, Noor 33.7% vs 25.3% and Semnan 23.0% vs 33.8%, respectively. In both baseline and post-intervention rounds most of the participants were 25-34 years of age, had a primary or high school education, had one or no children and no previous contraceptive method usage. There were no significant differences between clients' characteristics in the two rounds ( p>0.05).
The findings are presented according to the process and outcome indicators of FP services provided mostly by the same providers in the pre-and postintervention stages ( Table 2) .
Process of the FP services
To determine the impact of the tool on the process of FP services quality we used the four categories of indicators including contraceptive method selection; information given to clients; technical competence of the provider; and client-provider interpersonal interactions. These are presented below.
Contraceptive method selection
Compared with the pre-intervention phase, clients in the post-intervention stage participated more actively in selecting their contraceptive methods. Clients were more likely to be provided with opportunities to make informed choices in the post-intervention stage compared with pre-intervention. The proportions relating to informed choice of method by clients increased from 64% to 98% ( p<0.01). There was also a significant increase post-intervention in the proportion of sessions in which providers assisted clients in the decision-making process from 53% to 96% ( p<0.01).
Information given to the clients
Providers gave clients significantly more information on contraceptive methods in the post-intervention counselling sessions. For each of four indicators there was a significant increase in the post-intervention stage in the proportions of counselling sessions in which clients and providers met sufficient level of desired behaviours ( p<0.05). The improvements were in 'giving information about all FP methods' (58% vs 80%), 'giving information about efficacy of the chosen method' (54% vs 87%), 'giving information about using the chosen method' (81% vs 98%) and 'giving information about complications of the chosen method' (67% vs 94%).
Technical competence of the provider
The provider's technical competence, as reflected in three indicators, showed some improvement from preto post-intervention, although the difference was universally not statistically significant. The significant improvements were in 'delivering tailored information to the clients' (46% vs 90%, p<0.01), 'correcting incorrect beliefs of the client about family planning' (71% vs 86%, p=0.04) and 'answering all the client's questions ' (89% vs 99%, p=0.04).
Client-provider interpersonal interactions
For the indicators of 'observing the principles of verbal communication', 'observing the principles of non-verbal communication' and 'encouraging clients to speak' there was a significant increase at the post-intervention stage in the proportion of sessions in which clients met the minimum level of desired behaviour (p<0.05). The FPCG flipchart did not have a statistically significant effect on many other aspects of client-provider interpersonal communication, for example, 'speaking with the client in a simple manner' (p=0.89) and 'actively listening to the client' (p=0.66). 
Outcome of the FP services
Immediate effects on knowledge and attitude of FP clients using the FPCG flipchart were assessed using four outcome indicators. These were: ending the counselling session with a choice of contraceptive method; obtaining a good result from the FP counselling session; clients suggesting the FP service to others; and client satisfaction with services. There was a significant increase at post-intervention in the proportion of sessions in which counselling resulted in a choice of a contraceptive method ( p=0.04). The FPCG flipchart had a significant impact on clients' satisfaction with services. The overall satisfaction score rose from 72% to 99% ( p=0.03). After the intervention, clients were more likely to recommend the FP service to others (from 55% to 98%; p<0.01).
DISCUSSION
We investigated whether use of the FPCG flipchart by health care providers would improve the quality of FP services in a number of clinics in one area in Iran. This study showed that the FPCG flipchart improved the quality of FP services despite limited training being provided to the providers.
The FPCG flipchart also improved the processes of FP services. This is significant as FP processes are often not ideal and issues such as supporting effective decision-making, providing usable information to the clients, and client-provider interpersonal interactions have been highlighted in other studies as being lacking at times. 18 We showed that the FPCG flipchart increased the client's active involvement in the FP discussions, which is essential to decision-making. Our study, in common with others conducted in countries such as Mexico and Nicaragua, revealed improvements in the quantity and quality of information given to clients when the FPCG flipchart was used. 14 15 There were some concerns that the flipchart's two-sided design would create some barriers between providers and clients, breaking eye contact and undermining the interaction.
14 However, observation of counselling sessions showed that the principles of verbal and non-verbal communications were improved when the flip-chart was used.
Client-provider interaction is an essential component of the FP consultation. The 'interpersonal relations' element in the Bruce framework is essential in the client-provider transaction. 10 It is this dimension that may strongly influence clients' satisfaction with the services, the probability of a return visit, increased compliance with the FP regimens, and better health outcomes. 19 In such an interaction, the FP clients may be better able to make an informed selection and to use their chosen method correctly and consistently. Continued use of contraception would likely result in fewer instances of unwanted pregnancy and, potentially, a lower incidence of unsafe abortion. 20 The FPCG flipchart used in the WHO DMT improved some client-provider interaction indicators including verbal and non-verbal communication, encouraging clients to speak, however it did not have a statistically significant effect on many other aspects of provider performance. There are two possible explanations for this lack of impact. First, some indicators are basic counselling and interpersonal communication skills and so did not relate directly to the content of the FPCG flipchart. Second, preintervention levels of provider performance were so high for some indicators that there was little room for improvement, such as 'speaking with the client in a simple and understandable manner' and 'encountering privacy and confidentiality'. The influence of the WHO DMT on client-provider interaction has been noted in other studies. In the study undertaken in Mexico, the clients reported that the WHO DMT made them feel more comfortable talking and asking questions during the consultation. 14 In the Nicaraguan study, FP clients did become more forthcoming about their situation and their wishes when the WHO DMT was used. 15 After 6 months using the FPCG flipchart, analysis of the counselling sessions and women's perceptions of the quality of FP services by the investigators confirmed that most counselling sessions ended with high levels of client satisfaction. Clients who chose FP methods after counselling with the FPCG flipchart were more likely to recommend this to others. Integration of the FPCG flipchart improved the locus of decision-making for clients. These improvements also occurred in both the Nicaraguan and Mexican studies, which reported marked shifts toward the client in the locus of decision-making after introduction of the DMT process. 14 15 While the findings of this study are encouraging, there are a number of limitations to consider. First, observer bias is a source of potential error. Observation could have disrupted the privacy of the counselling and influenced providers' performance and clients' behaviour. However, observation has been used in many studies to evaluate the quality of health care and enables data on verbal and non-verbal communication to be collected. In support of this approach, a review of studies in this area has showed a high level of comparability in the results obtained from observation and client exit interviews on most quality of FP care indicators. 17 In the present study, two data sources, namely observation and exit interview, were combined and it is likely that this would have reduced observer bias.
A second limitation is the need for assessment of the long-term behavioural impact of the DMT. The findings of our research demonstrated short-term outcomes such as satisfaction of the clients with FP services and immediate choices. The present study did not measure the impact of the FPCG flipchart on method continuation or any long-term impacts on unwanted pregnancy and unsafe abortion. This is necessary as a quasi-experimental study in Nicaragua revealed that using the WHO DMT had no effect on longer-term contraceptive continuation. 16 Another randomised control trial demonstrated that structured counselling using DMT had little impact on continuation of contraceptive use. 21 Measuring client satisfaction using only one dichotomous question is another limitation of this study. Clients' satisfaction with services has been linked to FP service quality, and perceptions of satisfaction reflects a client's attitudes about services not her beliefs. 22 Therefore, clients may be satisfied with services even if they are of lower quality. Further studies should pay careful attention to designing a wide range of questions and approaches for evaluating client satisfaction.
Another limitation of the present study is the representativeness of the sample of clinics, providers and clients. Our clinics were rural and urban health centres in the government sector, which limits the generalisability to private clinics. Our study groups were only new FP clients and those considering changing FP methods, and these individuals may not behave like clients who just want to continue with their chosen method. Usually, the majority of FP clients are repeat users, although many may be experiencing problems with their current method. Some of the providers changed during the study, although the exact numbers were not recorded. The final limitation of the study was the lack of a simultaneous control group. We consider it unlikely, however, that other factors contributed to the observed changes in these clinics.
CONCLUSION
In this study the adapted WHO DMT known as the FPCG flipchart improved decision-making, informed choice and client satisfaction with services. The DMT may have the potential to improve the quality of FP services in process and outcome paths of the quality of care.
